the inner side. The cystic change was in the synovial membrane, and the cyst projected beyond the normal contour of the joint.
Recently he had operated upon an external cartilage on which there was a swelling in front of tne external lateral ligament, and he had thought that there would be a cyst of the cartilage, but he had found a thickened mass, and the cartilage was not cystic. On investigation he had found a split, as in the present case, leading to a spicule of bone. He thought there had been some injury to the cartilage which had allowed a portion of the margin to be pushed laterally outside the joint line, and so to become enlarged and thickened. The question is what should be done for this patient, as the condition has become worse, despite the treatment by suspension. She is of poor physique, and laminectomy would be a very serious undertaking in her case: I would shrink from performing it. Dr. Martin says he supposes that the onset of the paraplegia is associated with the secondary development of the vertebral column at puberty. How the spinal cord is affected in these cases is, Dr. Martin says, not known, but apparently the scoliosis interferes with the circulation. This seems to me the most acceptable explanation. Discussio'n.-Mr. R. C. ELMSLIE said that he had seen six cases of paraplegia, with scoliosis. One, which he brought before the Section several years ago, was in a boy, who had severe dorsal scoliosis and complete motor and sensory paraplegia up to the level of the fifth or sixth dorsal segment. Lipiodol was injected, and was blocked above and below the level of the lesion. He (the speaker) performed laminectomy, and inspected the whole interior of the canal and saw the backs of the bodies of the vertebre, but could not find any sign of disease or abscess, or of pressure on the cord. The cord, however, was under great tension. It was a feasible suggestion that the paraplegia, associated with scoliosis, was due to interference with the blood-supply. One of the other cases was a congenital scoliosis with wedge-shaped vertebre in a patient whom he had first seen in St. Bartholomew's Hospital some years before. He saw him again when he was in the National Hospital, Queen Square, under the care of Dr. Collier, and he then had paraplegia. He (Mr. Elmslie) had treated four cases by suspension for as long periods each day as they could stand. The first case had begun with complete paraplegia; there was no voluntary movement, and there was complete aneesthesia to level of the fifth dorsal nerve. There was considerable improvement; the anesthesia all disappeared and some voluntary movement became possible. At the end of a year the patient was walking about with a spastic gait.
His (the speaker's) only suggestion with regard to Mr. Todd's first case was to continue the suspension treatment.
The second case was difficult to explain. The scoliosis was too low down to be a cause of paraplegia; in the cases which he had seen, the scoliosis was well up in the dorsal region.
The skiagrams of the spine in this case were puzzling.
Mr. G. R. GIRDLESTONE said that he gathered that the girl did not bear suspension very well. Continuous head and limb traction could be carried out by tilting up the bed and allowing gravity to do most of the work, putting 5, 3 or 2 lb. weight on the head. That method was less severe than suspension.
The PRESIDENT said he, like Mr. Elmslie, considered that non-tuberculous scolioses were more often associated with high dorsal scoliosis. He had no experience of intermittent suspension; he put these patients on an Abbot's frame, with an improved twisted jacket used as a pad. He found that these cases did not do well afterwards, as it was difficult to support the back above the sharp angle. He agreed with Mr. Elmslie that the pressure of the back of the body was the worst factor in the pressure on the cord; hence removal of laminie did not always give relief, and straightening out of the spinal column-if that was possible-did. A man, aged 34, for several years had noticed a clicking on the inner side of his knee. There was no clear history of injury, except a few minor strains. There was elastic resistance to the terminal 10°of extension, and the joint made a click on manipulation. The cartilage was easily removed. Is this a simple bucket-handle tear of the cartilage, sustained at some unknown period of the patient's history, which has become rounded in the course of years and hypertrophied, or is it a
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